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OVERVIEW — The Patient Protection and Affordable Care 
Act significantly expands federal support for community 
prevention and public health. This paper describes the 
governmental public health infrastructure at both the state 
and local level in terms of organizational structure, activi-
ties, financing, workforce, partnerships, and performance 
improvement efforts.
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During the health care reform debate of the 111th Con-gress, policymakers often called for more and bet-
ter efforts to prevent disease and promote health in order 
to contain the cost of health care services. While not as 
highly visible or as fully developed as the policy changes 
related to insurance coverage expansions, numerous provi-
sions within the Patient Protection and Affordable Care Act 
(PPACA) are focused on reducing the nation’s underlying 
burden of disease through enhanced prevention. Many of 
these provisions seek to increase patients’ access to certain 
clinical preventive services commonly offered by health care 
providers (like immunizations) by improving coverage for 
these services under Medicaid, Medicare, and new private 
health plans. Other provisions (such as the creation of the 
Prevention and Public Health Fund; the establishment of the 
National Prevention, Health Promotion, and Public Health 
Council; and the creation of Community Transformation 
Grants) promise to dramatically expand federal engagement 
in and support for population-based interventions designed 
to facilitate healthy behaviors and environments.
These policy developments have the potential to significantly re-
orient the public health system. Although the future allocation of 
Prevention and Public Health Fund investments remains uncertain, 
nearly half of the $500 million made available in fiscal year (FY) 2010 
has been committed to community-based prevention, development 
of the public health infrastructure, and training for the public health 
workforce.1 Foreshadowed by the Communities Putting Prevention 
to Work (CPPW) grants included in the American Recovery and Re-
investment Act of 2009, these community-based and capacity-build-
ing investments represent both challenges and opportunities for a 
thinly stretched governmental public health infrastructure. 
Historically, despite being integral components of public health, 
health promotion and chronic disease prevention have generally re-
ceived limited attention from governmental public health agencies, 
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particularly those at the local level.2 Over the last decade, concerns 
related to public health emergencies, such as the H1N1 influenza 
pandemic and threats of bioterrorism, focused policymakers’ atten-
tion on public health infrastructure needs, precipitating an infusion 
of resources that has strengthened public health capacity in a vari-
ety of ways. However, these investments largely targeted revitaliza-
tion of services, such as communicable disease surveillance, that fall 
firmly within the traditional purview of governmental public health 
departments. It is unclear if these efforts have also significantly im-
proved the capacity of governmental public health agencies to ad-
dress the more common and persistent health threats, such as obe-
sity, diabetes, hypertension, injuries, and mental illness.3
Linked to a range of complex, interrelated factors that are deeply 
engrained in this country’s societal fabric, these prevalent forms 
of disease and disability represent a different kind of public health 
challenge. In 1988, the magnitude and import of this challenge was 
outlined in the Institute of Medicine’s (IOM’s) landmark report “The 
Future of Public Health.”4 An IOM report published in 2002 reiter-
ated these issues, finding that inadequate progress had been made 
in reforming the public health system to address contemporary and 
emerging threats to population health.5
For many policymakers, concerns regarding public health capacity 
are familiar, yet the public health system remains somewhat nebu-
lous. Perhaps this is not surprising, given that (i) few people realize 
that they have direct interactions with governmental public health 
departments, (ii) the system is both multifaceted and highly vari-
able across the nation, and (iii) the data available to characterize this 
complexity are limited. 
Those charged with oversight of PPACA’s public health provisions 
must address these challenges in order to clearly identify capac-
ity development needs, effectively target and track infrastructure 
investments, and accurately assess progress towards implemen-
tation. Greater familiarity with the major features of the existing 
public health system will aid the design and development of future 
accountability mechanisms. To that end, this paper describes the 
governmental public health infrastructure, focusing on state and 
local public health agencies—their role, organizational structure, 
activities, financing, workforce, partnerships, and performance im-
provement efforts. 
www.nhpf.org
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WHaT is PuBlic HealTH?
The IOM has defined the mission of public health as “fulfilling soci-
ety’s interest in assuring conditions in which people can be healthy” 
and the substance of public health as “organized community efforts 
aimed at the prevention of disease and the promotion of health.”6 
These definitions are intentionally broad and encompass the inter-
ventions of a wide variety of public and private-sector entities. 
The definitions provided by the IOM clearly indicate that public 
health is not synonymous with the activities of governmental public 
health agencies, but such agencies are charged with 
the unique role of ensuring that the mission of pub-
lic health is adequately addressed. This role is further 
defined by three core functions: assessment, policy 
development, and assurance. Building on the IOM’s 
definitional construct, the U.S. Department of Health 
and Human Services’ Public Health Functions Steering Committee7 
identified ten essential services of public health (see Figure 1, next 
page) which were intended to provide a working definition of public 
health. The ten essential services definition also assumes public-
private partnership and does not prescribe the services to be pro-
vided by governmental public health agencies. 
Governmental public health agencies at the federal, state, and local 
levels are sometimes referred to as the “backbone” of the public health 
system. Under the collaborative model described above, these govern-
mental public health agencies may be directly responsible for many 
public health activities, but partnerships between public health agen-
cies at multiple levels of government and with other organizations 
(both public and private) are also needed to achieve the wide-ranging 
mission of public health. Ideally, governmental public health agencies 
should work closely with other units of government whose missions 
influence but are not focused on health-related goals, as well as with 
a diverse array of private-sector organizations that affect population 
health, such as academic institutions, health care providers, insurers, 
public health institutes, advocacy groups, charities, faith-based orga-
nizations, private foundations, media outlets, and businesses.
This collaborative approach to public health may be an optimal con-
ceptualization for improving population health, but it does not pro-
vide clear boundaries for the relative roles and responsibilities of 
the various organizations involved in its implementation. Although 
The three core functions of public health are 
assessment, policy development, and assurance.
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generally accepted by public health professionals, these broad defi-
nitions of public health are open to interpretation and were crafted 
to encompass the range of actors and interventions observable in 
public health practice. 
The extent to which government assumes direct responsibility for 
the essential services and the manner in which these governmental 
activities are organized and implemented is highly variable across 
states and localities. Policymakers may not understand or embrace 
an expansive definition of public health and often focus their at-
tention more narrowly on the activities directly conducted by gov-
ernmental agencies. While neither the IOM nor the ten essential 
 1. Monitor health status to identify com-
munity health problems.
 2. Diagnose and investigate health prob-
lems and health hazards in the com- 
munity. 
 3. Inform, educate, and empower people 
about health issues. 
 4. Mobilize community partnerships to 
identify and solve health problems. 
 5. Develop policies and plans that support 
individual and community health efforts. 
 6. Enforce laws and regulations that pro-
tect health and ensure safety. 
 7. Link people to needed personal health 
services and assure the provision of 
health care when otherwise unavailable. 
 8. Assure a competent public health and 
personal healthcare workforce. 
 9. Evaluate effectiveness, accessibility, and 
quality of personal and population-
based health services. 
 10. Research for new insights and innova-
tive solutions to health problems.
FIGURE 1 The Three Core Functions and Ten Essential Sevices of Public Health
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services definitions identify the types 
of problems or hazards that threaten 
health outcomes, government involve-
ment in public health interventions has 
often been determined by (and orga-
nized around) specific threats to popu-
lation health. 
Although this paper concentrates on gov-
ernmental public health agencies at the 
state and local levels, this emphasis is not 
intended to minimize the contributions 
of federal agencies, units of government 
that are not dedicated to health-related 
issues, or the private sector. (See the text 
box at right for a brief overview of federal 
public health agencies.) A comprehen-
sive summary of public health activities 
at the federal level is beyond the scope 
of this paper and is available from other 
sources.8 In contrast, the nature and mag-
nitude of contributions from both the pri-
vate sector and nonhealth government 
agencies are not well documented. 
organiZaTion oF sTaTe 
and local PuBlic HealTH 
agencies 
The nature of governmental public 
health agencies at the state and local 
levels varies considerably across the 
country. Legally and traditionally, states 
are the primary authorities for public 
health. States have wide latitude in de-
fining this authority through statute, 
determining the breadth and depth of 
government services to be provided and establishing the manner in 
which these services will be organized, financed, and delivered. 
Federal policies influence but generally do not dictate state and lo-
cal public health practices. Federal policymakers have sometimes 
Federal Public Health Agencies
Federal public health functions are generally housed within the 
Department of Health and Human Services (HHS), but a wide va-
riety of federal agencies engage in regulatory activities, research, 
education, and other types of interventions that affect the public’s 
health. Examples include the Department of Agriculture, the Envi-
ronmental Protection Agency, the Department of Transportation’s 
National Highway Traffic Safety Administration, and the Depart-
ment of Labor’s Occupational Safety and Health Administration.
Federal funds for the public health infrastructure at the state and 
local level primarily flow through HHS, most prominently through 
the Centers for Disease Control and Prevention (CDC), the Health 
Resources and Services Administration,  the Substance Abuse and 
Mental Health Services Administration, the Office of the Assistant 
Secretary for Preparedness and Response, and (to a more limited 
extent) the Food and Drug Administration and the Centers for 
Medicare & Medicaid Services. CDC administers funding for 
many population-based prevention services that are distributed 
through more than 30 grants or cooperative agreements. Most 
programs are focused on specific diseases or risks, and funds 
are usually awarded to state health agencies. However, in some 
cases, funding may be provided to other state agencies, such as 
the department of education. Some awards to states are deter-
mined by a per capita formula; others are made on a competitive 
basis. Under some programs, such as the Healthy Communities 
Program (formerly known as the Steps Program) and the REACH 
program, CDC may award grants directly to local health agencies 
and private-sector organizations.
Beyond funding, CDC and other HHS agencies provide a variety 
of other resources to state and local health departments, includ-
ing expert consultation, training, technical assistance, and tools 
to facilitate public health practice. HHS agencies also support re-
search and dissemination activities that contribute to the scientific 
evidence base available to guide public health practice.
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sought to foster consistency in public health programs across states, 
largely through requirements tied to grant funding. However, the 
program-specific nature of federal grants has typically limited stan-
dardization efforts to narrowly defined practices, such as data defi-
nitions, program elements, and laboratory protocols. Such program 
requirements do not prescribe the overall scope and organization of 
public health activities. 
The broad flexibility states have in defining their public health role 
has led to a highly varied and somewhat fragmented governmental 
public health infrastructure throughout the nation. Despite this het-
erogeneity, the following narrative broadly describes governmental 
public health in the United States, while noting important variations.
Each of the 50 states and the District of Columbia have established 
a state health agency that serves as the locus of state governmental 
public health activity. In most states (55 percent), the health agency is 
an independent agency. Some of these independent health agencies 
focus exclusively on public health, while others include additional 
health care–related responsibilities, such as administration of Med-
icaid. In 45 percent of states, the state health agency is a component 
of a broad umbrella or super agency that includes a wide mix of 
functions, such as social services, long-term care, or insurance regu-
lation, in addition to traditional public health functions.
As a result, the scope of functions incorporated into the state health 
agency can vary widely. In any given state, most public health func-
tions are managed by the state health agency, but certain public health 
duties may be assumed by a sister agency in state government. Func-
tions sometimes administered outside of the state health agency in-
clude the regulation and inspection of hospitals and other types of 
health care facilities, the licensure of health professionals, the control 
of disease vectors (such as mosquitoes and rodents), and the regula-
tion of indoor air quality. These organizational differences create chal-
lenges for collecting consistent descriptive data regarding the nature 
of governmental public health and the resources devoted to it.
Further complicating characterization efforts are the variety of orga-
nizational models states have adopted for governing their relationship 
with public health agencies at the local level. As described in the text 
box on state-local relationships and Figure 2 (next page), these organi-
zational relationships can be characterized as centralized, decentral-
ized, or hybrid models. However, even under the most decentralized 
Each of the 50 states and the 
District of Columbia have 
established a state health agency 
that serves as the locus of state 
governmental public health 
activity.
www.nhpf.org
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State – Local Relationships
• Twenty-nine states (58 percent) have estab-
lished a decentralized organizational model 
for public health in which local public health 
agencies are organizationally independent 
of the state agency and are primarily gov-
erned by local authorities. 
• Six states (12 percent) have a centralized or-
ganizational structure in which state gov-
ernment directly governs and operates local 
public health agencies.
• Thirteen states (26 percent) operate under a 
hybrid model in which some local jurisdic-
tions operate decentralized local public health 
agencies (most typically in metropolitan ar-
eas), while state agencies assume responsibil-
ity for certain public health activities in juris-
dictions that lack a local health department.
• Two geographically compact states, Hawaii 
and Rhode Island, (4 percent) do not have 
local public health agencies and provide all 
public health services through state agencies.
Source: National Association of County and City 
Health Officials, 2008 National Profile of Local 
Health Departments, July 2009, p. 11; available 
at www.naccho.org/topics/infrastructure/profile/
resources/2008report /upload/NAccHo_2008_
Profilereport_post-to-website-2.pdf.
n Decentralized – All LHDs in the state are units of local government
n centralized – All LHDs in the state are units of state government
n Hybrid – Some LHDs in the state are units of local government and
others are units of state government
n No LHDs – Hawaii and Rhode Island
Note: The Association of State and Territorial Health Officials (ASTHO) 
utilizes a somewhat different categorization criteria, resulting in an in- 
creased number of states characterized as centralized or hybrid models.
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FIGURE 2 Local Health Department (LHD) Governance Type, by State
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models, states may retain direct control over specific functions rather 
than delegate these activities to local officials.
Whether administered by local or state government, local public 
health agencies usually have direct operational responsibility for 
providing many, if not most, of the public health services available 
within a given jurisdiction. Although nearly all U.S. residents are 
served by a local health department, the capacities of these local 
agencies and the services they provide vary dramatically.
Local health departments serve jurisdictions of different types and 
sizes. Of the 2,794 local health departments in the United States, most 
(60 percent) serve counties; some (18 percent) serve a city, town, or 
township; some (11 percent) serve a joint city/county jurisdiction; and 
some (9 percent) serve a multicounty region.9 As shown in Figure 3, 
most local health agencies (64 percent) serve jurisdictions with small 
populations (under 50,000 people). However, nearly half of the U.S. 
population receives public health 
services from the 140 local health 
departments that serve large juris-
dictions (500,000 or more people). 
Do organizational differences 
influence public health perfor-
mance? Public health experts have 
long speculated that such differ-
ences might affect the efficiency 
and effectiveness of public health 
agencies, but these issues have not 
been studied extensively. Limited 
evidence suggests that jurisdiction 
size has a strong positive correla-
tion with local public health sys-
tem performance (as self-assessed 
by a sample of local health offi-
cials using a standardized instru-
ment).10 The factors driving this 
association are unclear; possible 
explanations include economies 
of scale and scope for large local 
public health agencies, a relation-
ship between volume and effec-
tiveness for some services, and a 
Small = < 50,000 persons
Medium = 50,000 – 499,000 persons
Large = 500,000+ persons
Note: n = 2,794. Due to rounding, 
percentages do not add to 100.
12%
64%
41%
31%
46%
5%
Small Medium Large
Size of LHD Jurisdiction
Percentage of u.s. 
Population served
Percentage of 
All Local Health 
Departments
FIGURE 3 Percentages of U.S Population Served and
 Percentages of Local Health Departments (LHDs), 
 by Size of LHD Jurisdiction
Source: National Association of County and City 
Health Officials, 2008 National Profile of Local 
Health Departments, July 2009, p. 10; available 
at www.naccho.org/topics/infrastructure/profile/
resources /2008report /upload/NAccHo_2008_
Profilereport_post-to-website-2.pdf.
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wider range of private-sector partner organizations contributing to 
public health activities in larger jurisdictions.
PuBlic HealTH acTiViTies 
It is difficult to clearly identify which public health activities are 
typically conducted at the state or at the local level or to delineate 
how these responsibilities are distributed between state and local 
agencies, given the range of organizational models that have been 
adopted and the variations in public health authorities defined in 
state law. The following provides a broad generalization of state and 
local public health activities. 
state Public Health agencies 
State agencies typically play a role in managing the activities of local 
health departments and are also directly responsible for implement-
ing certain programs. 
Disease surveillance, epidemiology, and data collection—State health agen-
cies are generally responsible for compiling large data sets of health-
related information, reviewing these data for trends, and inves-
tigating anomalous or alarming disease patterns. Examples of the 
health-related data collected, maintained, and analyzed by state gov-
ernment include vital statistics records (such as births and deaths), 
communicable or infectious disease reports, surveys of behavioral 
risk factors, cancer registries, childhood immunization registries, 
hospital discharge databases, and trauma registries. 
Historically, states’ surveillance and epidemiology efforts were fo-
cused exclusively on infectious disease. However, epidemiological 
activities related to chronic diseases, cancer, environmental threats, 
and perinatal health have increased substantially in recent years,11 and 
the majority of states are now engaged in these activities. The types 
of data routinely collected vary by state, as do the level and sophisti-
cation of analytic and epidemiologic capacities. State health agencies 
typically work cooperatively with the Centers for Disease Control and 
Prevention (CDC) in implementing surveillance activities to allow for 
valid aggregation across states. However, these efforts have not elimi-
nated methodological variation across (and sometimes within) states. 
Local health departments may be actively involved in collecting some 
types of surveillance data, such as reports of communicable disease. 
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Many large local health departments have surveillance and epidemi-
ology capacity that is comparable to and may even exceed that of the 
state health department.
Laboratory services—Laboratories are a critical adjunct to many disease 
surveillance activities. While private clinical laboratories contribute 
relevant diagnostic test results to surveillance systems, state public 
health laboratories are primarily responsible for much of the sophis-
ticated testing needed to monitor population health. 
Activities typically performed by state labs include 
screening newborns for rare genetic abnormalities, 
testing for possible bioterrorism or emerging infec-
tious agents (such as anthrax or West Nile virus), 
testing for food-borne illness, typing influenza virus 
strains, screening children for lead exposure, screening people for 
exposure to environmental toxins, and testing environmental sam-
ples for toxic contaminants. 
In some cases, state public health labs may confirm the results of 
private laboratories but, more often, state laboratories are responsi-
ble for testing that private labs are unable or unwilling to perform. 
In certain circumstances, laboratory samples are further referred to 
the CDC for additional testing and confirmation. Some local health 
departments also provide laboratory-based services. While local 
laboratories are most typically used for clinical purposes, some 
large local health departments conduct specialized public health 
laboratory testing. 
Preparedness and response to public health emergencies—State government 
plays a pivotal role in planning for public health emergencies. The 
attention and resources devoted to these activities have increased 
dramatically since the anthrax attacks in 2001. Preparedness and re-
sponse efforts encompass a wide range of responsibilities, includ-
ing specialized disease surveillance, laboratory testing, outbreak 
investigation, mass prophylaxis, quarantine and isolation, and co-
ordination of emergency medical response. States coordinate these 
activities with the CDC and the Office of the Assistant Secretary for 
Preparedness and Response. States typically coordinate with local 
health agencies in developing preparedness plans and often rely on 
local agencies to implement response activities.
Population-based primary prevention—Most states sponsor some type of 
population-based health promotion or disease prevention activity. 
State government plays a pivotal role in 
planning for public health emergencies.
www.nhpf.org
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Population-based primary prevention activities 
are diverse, and the strength and scale of these 
efforts vary. 
Efforts related to HIV/AIDs, tobacco, injuries, and unintended preg-
nancy are most common, but prevention initiatives related to obe-
sity, substance abuse, and violence are also fairly prevalent. These 
population-based activities are diverse, including media campaigns, 
outreach to high-risk groups, development of educational materials, 
and policy change initiatives. The strength and scale of these efforts 
vary significantly across states, and the engagement of local agencies 
is also highly variable. While a comprehensive in-
ventory of states’ primary prevention activities has 
not been conducted, examples of promising models 
have been documented. For example, the National 
Association of Chronic Disease Directors has com-
piled a summary of successful efforts reported by 
state officials.12 This compilation does not focus ex-
clusively on primary prevention, as a variety of chronic disease man-
agement initiatives are included. Similarly, the CDC has highlighted 
best practice models developed by states and organized around the 
major disease- or risk-focused grant programs funded by the CDC.13
Health care services—State governments are not usually directly re-
sponsible for delivering health care services to individuals. Notable 
exceptions include state mental health facilities, services for children 
with special health needs, treatment services for certain commu-
nicable diseases (such as HIV/AIDs and tuberculosis), and correc-
tional health. Most states (86 percent) provide mental health services 
through an agency other than the state health agency, but services 
for children with special health needs and communicable disease 
services are usually administered by the state health agency. States 
often rely on local health departments to provide these clinical ser-
vices. Approximately 24 percent of state health agencies are respon-
sible for health services in correctional facilities. 
Most state health agencies play a lead role in monitoring health care 
services provided by the private-sector delivery system, such as 
managing trauma systems, sponsoring health planning boards that 
administer certificate of need programs, and coordinating emergen-
cy response. States typically play a role in monitoring the adequacy 
of health care resources, identifying underserved areas and popu-
lations, and may seek to improve access to health care providers 
through state-sponsored grant, scholarship, and student loan repay-
ment programs. These access improvement programs are sometimes 
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focused on particular populations, such as rural residents or minor-
ity groups, or certain services, such as oral health.
regulation of health care providers—State governments are typically re-
sponsible for inspecting and licensing health care professionals and 
facilities. However, in most states (about 80 percent), these activities 
are not conducted by the state health agency 
and are instead carried out by a sister agency 
within state government. About one-third of 
local health agencies play a role in implement-
ing this type of regulatory responsibility. States 
may also engage in other work to improve the 
quality of clinical services, apart from licensure 
and inspection, such as providing technical as-
sistance and other resources to health care pro-
viders and developing and publishing quality report cards that mea-
sure the performance of providers or insurance plans.
other regulatory activities—Most state health departments play a role 
in inspecting and licensing food processing facilities, solid waste re-
moval services, and sometimes jails and prisons. 
environmental health—States are responsible for a wide range of ac-
tivities aimed at detecting and remediating environmental health 
threats, such as contaminated food and water, radon gas, mosqui-
toes and other disease vectors, and chemical spills. In many states, 
an environmental agency, not the state health department, is respon-
sible for administering these types of activities, and the conduct of 
such work is often delegated to local agencies.
Administration of federal public health programs—In implementing these ac-
tivities, states manage a broad range of public health funding streams 
and programs sponsored by the federal government. Examples in-
clude the Preventive Health and Health Services block grant, the 
Public Health Emergency Preparedness grant, the Hospital Prepared-
ness grant, the Maternal and Child Health block grant, the Women, 
Infants, and Children (WIC) program, the Vaccines for Children and 
the Section 317 immunization programs, the AIDS Drug Assistance 
Program (ADAP), and the Health Resources and Services Administra-
tion’s health professional shortage designations. Although local public 
health agencies may be directly responsible for delivering many of 
the services associated with these federal programs, state government 
In about 80 percent of states, inspection and 
licensure of health care professionals and facilities 
is not carried out by the state health agency, but by 
a sister agency within state government.
www.nhpf.org
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usually establishes policies for program operations, allocates funds 
across local jurisdictions, coordinates regional activities, and oversees 
program performance and fiscal integrity.
local Public Health agencies
While the scope of public health authority at the local level is gener-
ally dictated by state policy, local policymakers have flexibility in 
determining what and how activities will be conducted by locally 
managed departments. Therefore, the services provided by local 
public health agencies vary both within and among states. Local 
health departments in large, metropolitan areas typically have a 
broad range of functional capacities similar to and, in some cases, 
more developed than those of state health agencies. In contrast, 
small local health departments are often responsible for a narrow set 
of public health activities.
Most local public health departments engage in multiple activities 
that include both personal and population-based services.14 Services 
most commonly provided include the following:
clinical prevention—Most local health departments provide some type 
of clinical preventive service. Adult and child immunizations (pro-
vided by 88 percent and 86 percent of local health departments, re-
spectively) and screenings for communicable diseases, such as tu-
berculosis (81 percent), are the types of clinical preventive services 
most widely available through local health agencies. Less commonly 
available are screenings for diabetes (provided by only 45 percent), 
cancer (by 42 percent), and cardiovascular disease (by 35 percent).
medical treatment and other personal care services—Certain kinds of 
treatment services are commonly available through local health 
departments. Relatively few local health departments (11 percent) 
provide comprehensive primary health care services, but most pro-
vide treatment for communicable diseases, such as tuberculosis (72 
percent) and sexually transmitted diseases (57 percent). Services 
for maternal and child health, such as perinatal home visitation 
(63 percent), well child clinics (41 percent), developmental screen-
ing (44 percent), and WIC nutrition counseling services (62 percent), 
are also offered by many local agencies. These maternal and child 
health services are typically restricted to high-risk populations, 
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such as low-income families and mothers and children with special 
health care needs, and often are not widely available through pri-
vate health care providers. 
Population-based interventions—Population-based services most fre-
quently provided by local public health agencies include influenza 
pandemic planning (89 percent), communicable disease surveil-
lance (88 percent), environmental health 
surveillance (75 percent), inspection of 
food service establishments (77 per-
cent), inspection of schools and day care 
facilities (68 percent), and tobacco pre-
vention (70 percent). Some local health 
departments are engaged in primary 
prevention activities directed at chronic 
disease (53 percent), physical activity (53 percent), and injuries (39 
percent), but these activities are usually conducted in partnership 
with nongovernmental organizations, other units of local govern-
ment, or state health agencies. 
Larger local public health departments tend to provide a more 
comprehensive set of services, while smaller agencies are likely 
to engage in a more limited set of activities. For example, while 
82 percent of large local health departments conduct screening for 
HIV/AIDs, only 50 percent of small agencies and 75 percent of me-
dium agencies offer such services.15 Similarly, fewer than half of 
small agencies offer primary prevention programs for chronic dis-
eases, compared to about 60 percent of medium-sized agencies and 
80 percent of large agencies.
It is important to remember that community public health services 
are not restricted to local public health agencies. For example, more 
than 90 percent of the jurisdictions served by local health depart-
ments have access to government-sponsored environmental health 
services, such as vector control, ground water protection, radiation 
control, and hazardous material response. Yet such services are fre-
quently provided by either a sister agency at the local level or by a 
state-level agency, rather than by the local health department. Pri-
vate-sector organizations may also engage in public health activities 
related to prevention and wellness. However, the contributions of 
these public and private partners are not well documented. 
Larger local public health departments tend to provide a 
more comprehensive set of services, while smaller agencies 
are likely to engage in a more limited set of activities.
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Financing
Comparative assessments of public health financing across jurisdic-
tions are undermined by variations in organizational structure and 
scope of services, as well as inconsistent standards regarding what 
activities “should” be included in estimates of public health funding. 
Much of the financial data presented below are based solely on the ex-
penditures of state and local health 
departments. Except where noted, 
these data generally do not control 
for variations in structure or ser-
vice scope, account for the transfer 
of funds across levels of govern-
ment, or adjust for regional dif-
ferences in wages and other input 
costs. Although the impact of these 
data limitations is unclear,16 cau-
tion should be exercised in inter-
preting differences in the level and 
sources of public health financing. 
States rely heavily on federal fund-
ing to support their state health 
agencies, but the degree of depen-
dence varies by state. The average 
state health agency receives 50 
percent of its funding from federal 
grants, cooperative agreements, and contracts; 24 percent from state 
funds; and the remainder from fees, Medicaid and Medicare, and oth-
er forms of revenue. However, this average masks important variation 
among states. Some state health agencies receive over 80 percent of 
their total funds from federal grants, while others receive 56 percent 
of their dollars from the state government.17 These proportional differ-
ences reflect wide variations in the scope of services included in state 
health department budgets, as well as variation in both the level of 
resources devoted to public health activities by state government and, 
to some extent, the distribution of federal grant dollars. 
Trust for America’s Health has found high levels of variation in state 
spending on public health, even after controlling for significant dif-
ferences in service scope. In FY 2009, median public health spending 
by states was $28.92 per capita, with per capita expenditures ranging 
from $3.55 in Nevada to $169.92 in Hawaii.18
FY 2009 State Public Health Budgets
The recent economic downturn has had a significant impact on most state 
public health budgets. State health agency funding in FY 2009 decreased 
substantially from FY 2008 funding levels, dropping by nearly $392 mil-
lion, or 3.4 percent of total state public health agency spending. The As-
sociation of State and Territorial Health Officials reports that 76 percent 
of states made cuts to their FY 2009 public health budgets during 2009. 
In response, many states (74 percent) were reducing services, decreasing 
staff through attrition (74 percent), eliminating entire programs (39 per-
cent), and reducing staff through layoffs (24 percent). Programs related 
to health promotion, disease-specific interventions (such as heart disease 
and Alzheimer’s disease), and laboratory services were the most common 
targets of budget cuts.
Source: Association of State and Territorial Health Officials, “Job and Program 
Cuts Accelerate, Threaten the Public’s Health”; available at www.astho.org/Display/
AssetDisplay.aspx?id=2780.
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State funding and federal funding “passed through” state agencies 
are important to local health agency financing, but local jurisdictions 
also supply significant financial resources. As shown in Figure 4, local 
funds tend to be a less significant revenue source for local health agen-
cies operated as units of state government. Several southeastern states 
use this type of centralized model, and local health agencies in this 
region also continue to play a significant role in delivering health care 
services. This association may explain the greater reliance on Medic-
aid and Medicare by local health agencies operated as a unit of state 
government. However, even in such centralized states, local funds 
remain a nontrivial source of revenue for 
local health agencies. 
Geographic variation in local health 
agency spending is substantial. As shown 
in Figure 5 (page 19), per capita spending 
by local health departments varies sig-
nificantly across states. Nine states have 
median spending levels of $20.00 or less 
per capita, while ten states have median 
spending levels of $50.00 or more per cap-
ita.19 A lack of aggregate, unduplicated 
data on combined state and local spend-
ing makes regional variations in public 
health funding difficult to interpret, but 
the magnitude of these variations sug-
gests an uneven distribution of public 
health resources at the local level. 
Available financial data do not provide 
a clear picture of the current allocation 
of funds across public health activities. 
Dated estimates suggest that approxi-
mately two-thirds of state-level public 
spending was devoted to personal health 
care services.20 Anecdotal accounts and 
some quantitative research21 suggest 
that state and local spending on popula-
tion-based primary prevention activities 
is extremely limited.22
FIGURE 4 
Mean Percentage of Local Health Department 
(LHD) Revenues from Selected Sources, by LHD 
Governance Type, 2008
Mean Percentage of LHD RevenuesRevenue Sources
Local
State Direct
Federal Pass-Through
Federal Direct
Medicaid & Medicare
Fees
29%
13%
13%
19%
17%
2%
12%
27%
5%
27%
18%
2%
Unit of Local 
Government
LHD Governance Type
Unit of State 
Health Agency
Note: n = 1,629
Source: National Association of County and City 
Health Officials, 2008 National Profile of Local Health 
Departments, July 2009, p. 20; available at www.naccho.
org /topics /infrastructure /profile /resources /2008report/
upload/NAccHo_2008_Profilereport_post-to-website-2.pdf.
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WorkForce
Information on the public health workforce shares many of the 
same data limitations that compromise estimates of public health 
financing, but these problems are further compounded by the lack 
of a standard taxonomy for public health occupations, as well as di-
verse approaches to credentialing public health professionals. The 
Bureau of Labor Statistics has identified nearly 100 job classifica-
tions that represent the different types and levels of public health 
FIGURE 5 Median Annual per Capita Local Health
 Department Expenditures, by State, 2008
PA
ME
AR
LA
MS
SC
FL
DE
VT
WA
OR
CA
UT
ID
MT
WY
CO
ND
NE
KS
MN
IA
MO
WI
MI
IL IN
OH
KY
WV
NY
NC
GA
MA
NJ
CT
MD
NV
SD
NM
TX
OK
AL
TN
VA
AK
RI
HI
AZ
NH
Note: n = 2,097. Medians for Georgia, Indiana, Massachusetts, New 
Mexico, and Texas based on low response rate (44 percent to 60 percent) 
from local health departments in these states. 
Source: National Association of County and City Health Officials, 2008 
National Profile of Local Health Departments, July 2009, p. 18; available 
at www.naccho.org/topics/infrastructure/profile/resources/2008report/
upload/NAccHo_2008_Profilereport_post-to-website-2.pdf.
n $50.00+
n $40.00 – 49.99
n $30.00 – 39.99
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n < $20.00
No data – No LHDs in Hawaii and 
Rhode Island; None or insufficient data 
for Delaware, Maine, Nevada, and 
South Dakota.
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workers.23 While many of these 
job classifications correspond to 
credentialed professions, such as 
medicine and nursing, special-
ized training in public health is 
often not a requirement for these 
credentials. 
Staffing of public health agencies 
at the state level varies widely. In 
total, state public health agencies 
are staffed by just over 100,000 
full-time equivalent workers 
(FTEs). Most states (60 percent) are 
staffed by fewer than 2,000 FTEs, 
as shown in Figure 6. It is impor-
tant to note that these data include 
state employees working at the lo-
cal level. These outstationed em-
ployees account for approximate-
ly half of the workforce in state 
health agencies.24 
Most local health agencies had 
fewer than 25 FTEs in 2008 (Figure 
7). While these workers represent 
a variety of occupational catego-
ries, clerical workers and nurses 
predominate (23 percent and 21 
percent of staff, respectively), to-
gether accounting for nearly half of 
all local health agency employees. 
Local health departments have ex-
perienced staff reductions in recent 
years. The National Association of 
County and City Health Officials 
(NACCHO) estimates that staffing 
in local health departments has de-
creased by 15 percent since 2008.25
The size and mix of the workforce 
in local health agencies varies by 
the size of the population served, 
18%
[2,000–2,999
FTEs]
6%
12%
[> 5,000 FTEs]
4%
35%
[< 1,000 FTEs]
[3,000–3,999 FTEs][4,000–4,999 FTEs]
25%
[1,000–1,999 
FTEs]
FIGURE 6 Percentage Distribution of State Health Agencies, 
 by Number of FTEs Employed, 2007
Source: Association of State and Territorial Health Officials, ASTHO Profile of State Public Health, 
vol. 1, p. 38; available at www.astho.org/Display/AssetDisplay.aspx?id=2882.
18%
[5 – 9.9 FTEs] [200+ FTEs]
[100 – 199.9 FTEs]
25%
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20%
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15%
[25 – 49.9 
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11%
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5%
7%
FIGURE 7 Percentage Distribution of Local Health
 Departments, by Number of FTEs Employed, 2008
Note: n = 2,205. Due to rounding, percentages do not add to 100. 
Source: National Association of County and City Health Officials, 2008 National Profile of Local 
Health Departments, July 2009, p. 30; available at www.naccho.org/topics/infrastructure/profile/
resources/2008report/upload/NAccHo_2008_Profilereport_post-to-website-2.pdf.
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as shown in Figure 8. Not surprisingly, larger local health agencies 
tend to have larger staffs that represent a wider range of occupa-
tional disciplines. For example, epidemiologists and information 
systems specialists are typically found only in the largest local 
health agencies. 
Public health professionals have cited the need for a more robust 
public health workforce that is larger, better trained, and more di-
verse (in terms of both the disciplines and the racial and ethnic 
groups represented). There is little consensus on the optimal size 
and composition of the governmental public health workforce, and 
the evidence base exploring how these workforce characteristics in-
fluence performance is extremely thin. One research study found 
that staffing levels in local public health agencies were not signifi-
cantly associated with self-assessed performance for most essential 
services. However, in light of projected growth in the U.S. popula-
tion, recent job losses, and the large proportion of the existing public 
Figure 8 Median Number of FTEs and Typical Staffing Patterns for
 Local Health Departments, by Size of Population Served
s i z e  o F  P o P u L At i o N  s e r v e D
10,000 – 24,999 50,000 – 99,999 100,000 – 499,999
8 FTEs, including: 31 FTEs, including: 81 FTEs, including:
1  manager / Director 1  manager / Director   5  managers / Directors
3  Nurses 8  Nurses 17  Nurses
2  clerical staff 7  clerical staff 18  clerical staff
1  environmental Health specialist 3  environmental Health specialists   9  environmental Health specialists
1  Nutritionist   3  Nutritionists
1  Health educator   2  Health educators
1  emergency Preparedness coordinator   1  emergency Preparedness coordinator
Note: n ranges from 1,794 to 1,992 based on occupation. Numbers do not add to totals because 
listed occupational categories were not exhaustive of all local health department occupations.
Source: National Association of County and City Health Officials, 2008 National Profile of 
Local Health Departments, July 2009, p. 35; available at www.naccho.org/topics/infrastructure/
profile/resources/2008report/upload/NAccHo_2008_Profilereport_post-to-website-2.pdf.
  1  Physician
  1  epidemiologist
  1  information system specialist
  1  Behavorial Health Professional
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health workers near retirement age, many experts have called for 
increasing training opportunities for public health professionals.26 
These recommendations focus not only on training more public 
health workers but also on improving the nature and quality of exist-
ing training programs. Proposed improvements include enhancing 
academic “pipe-line” programs that train future public health work-
ers; expanding the implementation of workforce credentialing; and 
increasing the use of competency-based recruitment, assessment, 
and continuing education, as well as strengthening linkages between 
public health practice and academic institutions.27 These proposals 
recommend that public health training should be grounded in an 
ecological perspective which recognizes that multiple determinants 
of health, such as social, economic, cultural, behavioral, environmen-
tal, and biological factors, interact to determine health outcomes.
ParTnersHiPs
In expanding its role in health promotion and chronic disease 
prevention, the governmental public health infrastructure is chal-
lenged to play a leadership role in developing systemic interven-
tions. Rather than simply implement a set of activities over which 
they have direct control, governmental public health agencies are 
increasingly being asked to broker broader societal change. While 
regarded by many experts as critical to future public health ad-
vances, the impact of such interorganizational engagement on 
public health system performance, workforce and budget require-
ments, and population health has not been well documented.
Descriptive data regarding these partnering relationships are more 
widely available. Most state and local public health agencies have 
established partnerships with other units of government (such as 
emergency response, education, transportation, parks and recre-
ation, housing, and land use) and with private-sector organizations 
(such as universities, health care providers, businesses, faith com-
munities, media outlets, and nonprofit organizations). However, the 
strength and vitality of existing collaborative relationships vary, 
both by jurisdiction size and type of partner organization. Local 
health agencies report that, while information exchange with these 
various stakeholders is common, formal agreements and resource 
sharing are much less prevalent.28 Relationships with schools and 
health care–related organizations, such as hospitals and physician 
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practices, appear stronger than relationships with less traditional 
partners, whose missions may be less congruent with public health 
objectives.29 
Governmental public health agencies face numerous obstacles to 
building effective collaborative relationships. Models, such as the 
Turning Point Initiative and Mobilizing for Action through Planning 
and Partnership, have been developed to assist agencies in these ef-
forts.30 Despite the availability of these valuable guides, creating 
and sustaining public health partnerships remains a time-intensive 
undertaking that requires dedicated and sustainable resources, 
committed leadership, sophisticated communication skills, and the 
political license to engage in a range of public policy issues. Many 
governmental public health agencies lack one or more of these criti-
cal requirements. In some cases, nongovernmental partners may be 
better positioned to lead collaborative efforts.31 
PerForMance iMProVeMenT and 
caPaciTy assessMenT 
Public health agencies are increasingly using formal processes to eval-
uate their own performance and identify capacity development needs, 
but these efforts are usually focused on specific programs or activi-
ties. At the state level, structured assessment mechanisms include 
state health plan development, performance standards, and quality 
improvement (QI) techniques to monitor and improve public health 
services. Seventy-six percent of state health agencies report adopting a 
formal performance management program that includes performance 
standards, measures, monitoring, and QI processes. However, only 
16 percent of states have fully implemented this type of systematic 
performance management agency-wide. Implementation of standards 
and/or QI for targeted programs is more common, with clinical pro-
grams more likely to employ performance standards and/or QI tech-
niques than population-based or administrative functions.
Similar types of performance improvement efforts have been 
launched at the local level. Most local health agencies (55 percent) 
report that they engage in some type of formal performance assess-
ment. Customer satisfaction surveys are the most common method 
reported (76 percent), but evaluation of management practices (63 
percent), public health capacity (62 percent), and information sys-
tems (59 percent) are also prevalent.32 
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Despite collaborative efforts among some state and local health of-
ficials,33 existing public health quality improvement activities are di-
verse and have yet to yield a truly representative, nationwide assess-
ment of performance and capacity development needs. As described 
earlier, the evidence base surrounding the relationships between 
structural characteristics of governmental public health agencies 
and system performance is limited.
In an attempt to provide a more uniform, comprehensive approach 
to monitoring and improving governmental public health, a na-
tional accreditation program for state and local health agencies is 
currently being developed. Administered by the Public Health Ac-
creditation Board (PHAB) with financial support from the CDC and 
the Robert Wood Johnson Foundation and designed in close col-
laboration with the Association of State and Territorial Health Of-
ficials, NACCHO, and the American Public Health Association, the 
public health accreditation program is expected to launch in 2011. 
Accreditation standards and protocols are now being beta-tested in 
19 local, eight state, and three tribal health departments. Compli-
ance with accreditation standards will be assessed by PHAB site 
visitors. The accreditation program will be voluntary; NACCHO 
reports that a majority (54 percent) of local health agencies intend 
to seek accreditation.
conclusion
The role of state and local health departments in implementing PPA-
CA’s public health provisions and their ability to take on the chal-
lenges related to this role remain open questions. A comprehensive 
assessment of health promotion and disease prevention capacity has 
yet to be conducted but, in light of the variability endemic to pub-
lic health practice, such capacity is almost certainly uneven across 
states and communities. State and local health agencies appear to 
face a variety of obstacles to forging and maintaining productive 
collaborative relationships with other units of government, private-
sector stakeholders, and even the communities they serve. Future 
returns on federal investments in community-based prevention may 
depend on how successful state and local health departments are in 
cultivating these interorganizational partnerships. 
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